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INTRODUCTION

Atherosclerosis has been seen as a major cause of
cardiovascular disease. Atherosclerosis leading to
stenosis or blockage in the major vessels of lower
extremities causes peripheral arterial disease(PAD).! PAD
may be asymptomatic in early stage. But in late stage PAD
present in the form of intermittent claudication (IC) or
critical limb ischaemia (CLI).?2 The Fontaine classification
is commonly used to measure the severity of disease?
which is staged from |-asymtomatic to IV-gangrene. For
scientific publications Rutherford-Baker (RB) classification
is a better guide* as Fontaine classification is mainly used
clinically. RB categorized 0-asymptomatic to 6-major
tissue loss.

Suspected PAD is initially evaluated by ankle-brachial
index(ABI).> People with clinical signs of PAD & a low
ABlI may be referred for imaging (duplex ultrasound
or angiography) to measure the anatomical location
and extent of disease and determine the suitability of

Atherosclerosis leading to stenosis or blockage in the major vessels of lower extremities
causes peripheral arterial disease(PAD). PAD may be asymptomatic in early stage. But
in late stage PAD present in the form of intermittent claudication (IC) or critical limb
ischaemia (CLI) . The Fontaine classification is commonly used to measure the severity
of disease which is staged from |-asymtomatic to IV-gangrene. PAD can be treated by
medical , endovascular and surgical management

The purpose of this case report is to consider the effectiveness of primary stenting as a
treatment management for peripheral artery disease of the lower extremities.
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treatment according to the severity of their symptoms.®
Atherosclerotic disease patterns in the lower extremities
are classified by the Inter-Society Consensus (TASC ll)
according to anatomic distribution and the number and
nature of lesions (stenosis, occlusion).” TASC again divied
into type A lesions to Type D lesions as below:

Type A lesions

e Aortoiliac- unilateral or bilateral stenoses of CIA; unilateral
or bilateral single short (< 3 cm) stenosis of EIA.

e Fempop -single stenosis <10 cmin length; single occlusion
<5cmin length.

Type B lesions

e Aortoiliac - short (€ 3 cm) stenosis of infrarenal aorta;
unilateral CIA occlusion; single or multiple  stenoses
totalling 3 cm to 10 cm, involving the EIA and not extending
into the CFA; unilateral EIA occlusion not involving  the
origins of the EIA or CFA.
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e Fempop - multiple lesions (stenoses or occlusions), each <
5 cm; single stenosis or occlusion £ 15 cm not involving the
infrageniculate popliteal artery; single or multiple lesions
in the absence of continuous tibial vessels to improve
inflow for a distal bypass; heavy calcified occlusion <5 cm
in length; single popliteal stenosis.

Type C lesions.

e Aortoiliac - bilateral CIA occlusions; bilateral EIA stenoses
3 cm to 10 cm long and not extending into the CFA;
unilateral EIA stenosis extending into the CFA; unilateral
EIA occlusion that involves the origins of internal iliac
and/or CFA; heavily calcified unilateral EIA occlusion with
or without involvement of origins of internal iliac and/or
CFA.

e Fempop - multiple stenoses or occlusions totalling > 15
cm, with or without heavy calcification; recurrent stenoses
or occlusions that need treatment after two endovascular
interventions.

Type D lesions

e Aortoiliac - infrarenal aortoiliac occlusion; diffuse disease
involving the aorta and both iliac arteries requiring
treatment; diffuse multiple stenoses involving the
unilateral CIA, EIA and CFA; unilateral occlusions of both
CIA and EIA; bilateral occlusions of EIA.

e Fempop - chronic total occlusions of CFA or SFA (> 20 cm,
involving the pop artery); chronic total occlusion of pop
artery and proximal trifurcation vessels.

There has been a recent update of the TASC to include a
classification for below-the-knee arteries.?

e TASC A lesions - single focal stenosis, < 5 cm in length, in
the target tibial artery with occlusion or stenosis of similar
or worse severity in the other tibial arteries.

e TASCBlesions - multiple stenoses, each <5 cm in length, or
total length <10 cm or single occlusion <3 cm in length, in
the target tibial artery with occlusion or stenosis of similar
or worse severity in the other tibial arteries.

e TASCClesions - multiple stenoses in the target tibial artery
and/or single occlusion with total lesion length > 10 cm
with occlusion or stenosis of similar or worse severity in
the other tibial arteries.

e TASC D lesions - multiple occlusions involving the target
tibial artery with total lesion length > 10 cm, dense lesion
calcification or non-visualisation of collaterals. The other
tibial arteries are occluded or have dense calcification.
PAD can be treated by medical , endovascular and surgical
management(9)

MEDICAL MANAGEMENT

Smoking cessation, losing weight and increasing physical
activity can halt the process of atherosclerosis.10
Clinicians may also prescribe secondary measures to
target hypertension and hypercholesterolaemia, such as
cholesterol-lowering agents (statins), antihypertensives
and antiplatelets.!* All patients with PAD should receive
antiplatelettreatment (clopidogrel 75 mg/day oraspirin 75
mg/day to 150 mg/day in case of clopidogrel intolerance
or side effects). Can add cilostazole 50-100 mg twice daily
as an adjunctive.

ENDOVASCULAR AND SURGICAL MANAGEMENT

Endovascular and surgical interventions are available
in cases where medical management is not suitable
or effective or in severe cases of PAD. Endovascular
interventions include percutaneous transluminal
angioplasty (PTA) & surgical includes open techniques as
endarterectomy & bypass.

In PTA an artery, usually the femoral artery, is cannulated;
a guidewire inserted under x-ray control; and a deflated
balloon catheter inserted and pushed forward along
the guidewire to the site(s) of obstruction. Inflation of
the balloon then opens up the stenosis or occlusion.
In addition, physicians may insert a cylindrical piece of
metal mesh called a stent at the site where the artery
has been dilated with the aim of holding the narrowing
open for the future. PTA can be used to either dilate
shorter stenosis or recanalise an entire artery (12). If the
blockage is not suitable for PTA and stenting, patients may
undergo an open surgical intervention such as an open
bypass operation. This involves redirecting blood through
a bypass (usually a healthy vein or a graft of synthetic
material). PTA offers several potential advantages over
open surgical revascularisation. People undergoing PTA
receive local anaesthesia, so even those at high risk of
general anaesthesia can still receive treatment. There are
few complications, and the recovery is quick, so people

can usually return to normal activity within 24 to 48 hours
13

CASE REPORT

A 67 vyear male presented with with severe
claudication(Fontiane stage Il B;Rutherfors category 3) of
right leg at my center. His pedal pulses were absent.He had
already undergone CT-angio which revealed aorto-iliac &
b/l lower limbs atherosclerotic disease9(TASC A lesion).
There was small outpouching in right CIA(9x4mm).Right
external iliac artery(EIA) showed 75% stenosis with 23
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mm in length. Right distal superficial artery (SFA) showed
long segment 30 cm focal complete total occlusion (CTO)
with distal reformation of politeal artery via collaterals.

Anterior tibial artery (ATA) & posterior tibial artery
(PTA) showed normal course & caliber (Fig. 1 & 2). He
underwent right SFA angioplasty with 0.035 & 0.014 hi-
torque 300 cm wires & 5mmx150mmx135cm balloons
via 35 Il pta catheters percutaneously via left common
feoral artery(CFA) access. During ballooning in distal
SFA, there was dissection which was treated with stent
(Absolute pro Il, Peripheral self expanding stent system,
5x150mm, 135 cm) .(Fig. 3) EIA angioplasty with complete
CIA & EIA stenting by Abbott vascular, Absolute pro Il

,8x120mm,135cm stent was done(Fig.4).Good groin
compression achieved.300 mg Clopidogrel was given per
oral on table.

Fig.1 SFA CTO (30 cm)
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Fig.3 SFA recanalization Fig.4 lliac artery recanalization

Patient’s pedal pulses were palpable on table. No post op
groin complications.Patient discharged on next day with
dual antiplatelets & statin.Patient was symptomically
better on a week follow up. No claudication was found
at all.

Discussion

Clinical outcomes in PAD can be improved by the current

landscape for peripheral vascular interventions which
includes various technologies .The use of DEB increases
patency and TLR outcomes in both femoropopliteal and
infrapopliteal PAD. Stenting has a rising role in both bail-
outand primaryinterventions and is particularly promising
with the development of DES. Further well-designed and
highly powered trials are needed to determine the ideal
treatment strategies for the management of patients with
PAD.*

For the stenting for peripheral artery disease of the
lower extremities , the primary outcome measure was
patency. Secondary measures included technical success,
re-intervention, complications, hemodynamic (ankle
brachial pressure index, treadmill walking distance) and
clinical success or improvement according to Rutherford
scale. It was anticipated, a priori, that there would be
substantial differences among trials regarding the method
of examination and definitions of patency or re-stenosis.
Where studies reported only re-stenosis rates, patency
rates were calculated as 1 minus re-stenosis rates.®

The key findings of the MAS analyses are: compared with
PTA, primary stenting using self-expanding bare stents is
associated with significantimprovementin patencyat6, 12
and 24 months in patients with superficial femoral artery.
However, no statistically significant differences between
primary stenting and PTA on re-interventions, clinical
improvement, complications, mortality, amputations and
ABI were observed. Methodological differences between
MAS review and the five published systematic reviews and
meta-analysis of RCTs reports are summarized below:

Yalun et al'®

e Only included RCTs using balloon expandable stents.
MAS analysis includes both balloon and self-expandable
stents.

e Included one study that was not randomized. MAS
analysis only included published results of randomized
trials

e Analysis based on number of evaluable patients at the
chosen endpoint during follow-up. MAS analysis is based
onITT.

e The conclusion of significant primary patency at 6 months
are influenced by one trial which was not included in
the MAS review as it was a pilot trial. For MAS review,
feasibility trials were excluded.

Bachoo et al"’

e Only included studies with patients with intermittent
claudication. Only two studies were included and
results could not be pooled for most outcomes. MAS
analysis included studies with patients with intermittent
claudication and critical ischemia.

m AJHS Vol. 1/No. 1/Issue. 1/February-July 2021



Angioplasty and Stenting Experience

Twine et al*®

e  “Analysis based on endpoint data from the individual
clinical trials, which all quoted intention- to treat principle”.
This is not a true definition of ITT. A true definition of ITT
analysed patients according to the treatment to which
they were randomized. ITT is more pragmatic and preserve
sample size. MAS analysis was based on a true definition
of ITT.

e The analysis combined both balloon and self expanding
stents. MAS analysis was performed according to a type of
stent.

e Theobserved short term benefit of stenting was influenced
by a trial using self expanding stent.

CONCLUSION

The past few decades have witnessed remarkable
innovation in technology leading to an expanding
use of endovascular therapy to treat lower extremity
peripheral occlusive arterial disease of increasing severity.
This has resulted in a shift away from open surgical
revascularization and toward percutaneous endovascular
therapy (angioplasty & stenting) as a first option.
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